Objective: To describe breastfeeding practices and to assess the sociodemographic factors associated with selected breastfeeding indicators. Design and setting: The 2003 Demographic and Health Survey was a multi-stage cluster sample survey of 4320 households from four different geographic areas in Timor-Leste. Subjects: A total of 2162 children aged 0-23 months. Results: A high proportion (97.6%) of infants had been ever breastfed, but only 46.1% had initiated breastfeeding within the first hour of birth. Seventy-eight percent of children o24 months were currently breastfed, 30.7% of infants o6 months were exclusively breastfed and 12.5% of infants o12 months were bottle-fed. A high proportion of infants of 6-9 months (82.0%) were receiving complementary food in addition to breast milk. Multivariate analysis revealed that exclusive breastfeeding was significantly lower in the rural west region (odds ratio (OR) ¼ 3.15) compared to the urban region, and among those from richest households (OR ¼ 1.90) compared to poorest. Mothers with primary education were significantly more likely to exclusively breastfeed than mothers with no education (OR ¼ 0.62). Increasing age of the infant was associated with significantly less current (OR ¼ 1.23) and exclusive (OR ¼ 1.35) breastfeeding. Continuation of breastfeeding at the end of the first year was significantly lower in non-working mothers (OR ¼ 1.58) compared to working mothers, and among infants born in health-care facilities (OR ¼ 2.16) than those born at home. Conclusions: Breastfeeding practices in Timor-Leste were satisfactory, except the exclusive breastfeeding at 6 months. However, more socioeconomically privileged groups demonstrated a poorer breastfeeding performance than disadvantaged groups. Further breastfeeding promotion programmes are needed across all population groups, and should include health-care providers and maternity institutions. Sponsorship: World Bank Trust Fund for East Timor.
Introduction
The benefits of appropriate breastfeeding for individuals and populations of mothers and children have been extensively documented, and studies highlight that breastfed infants have fewer respiratory and diarrhoeal illnesses, with an overall decrease in the hospitalization rates than nonbreastfed infants (Wright et al., 1989; Howie et al., 1990; Dewey et al., 1995; Arifeen et al., 2001a, b) . The advantage of breastfeeding has long-term potential impact across the life course through its influence on childhood cognition and educational attainment (Richards et al., 2002) . The World Health Organization (WHO) infant feeding guidelines recommend that infants should be exclusively breastfed for the first 6 months of life to achieve optimal growth, development and health (World Health Organization, 2002) . Thereafter, to meet their evolving nutritional requirements, infants should receive nutritionally adequate and safe complementary foods while breastfeeding continues for up to 2 years of age or beyond (World Health Organization, 2002) . It is estimated that 10% to 15% of under-5 deaths in resource-poor countries could be prevented through achievement of universal coverage with exclusive breastfeeding alone (Jones et al., 2003) .
Despite breastfeeding's numerous recognized advantages over infant formulae feeding, in most countries of the world, breastfeeding rates, especially the exclusive breastfeeding rates, are typically low and only slowly improving. According to estimates by UNICEF, from 1995 to 2003, about 38% of infants in the developing world were exclusively breastfed for their first 6 months (UNICEF, 2005a) . Exclusive breastfeeding varied widely across the regions, with lower rates in Central and Eastern Europe/Commonwealth of Independent States (14%), and higher rates in South Asia (36%), and East Asia/Pacific regions (52%) (UNICEF, 2005a) . Breastfeeding practices are influenced by a complex combination of numerous variables that can be categorized into five groups: sociodemographic; psychosocial; health-care related; community and policy attributes (Yngve and Söjström, 2001) . Sociodemographic inequalities in breastfeeding performance among infants were apparent in the population-based surveys conducted in both developing and developed countries (Dubois and Girard, 2003; El-Gilany, 2003; Kelly and Watt, 2005; Li et al., 2005) .
Findings of a study in Ghana highlighted that exclusive breastfeeding was positively associated with the delivery at a health facility, mothers having secondary school education, intention to exclusive breastfeeding before delivery, owning a home and having a positive attitude to exclusive breastfeeding (Aidam et al., 2005) . Lack of antenatal education and knowledge on exclusive breastfeeding, caesarean or complicated vaginal deliveries and mother's employment away from home were shown to have a negative influence on exclusive breastfeeding in Sri Lanka (Jayathilaka and Fernando, 2002) . A study conducted in Egypt indicated that mothers of rural infants were more likely to initiate breastfeeding early, and to exclusively breastfeed their infants during the first 4 months (El-Gilany, 2003) .
A review of factors associated with the initiation and continuation of breastfeeding reported inconsistent findings for associations between breastfeeding and many of the commonly investigated factors (Scott and Binns, 1999) . According to the Egypt study, mothers of rural infants were more likely to initiate breastfeeding early, and to continue breastfeeding at the end of the first year (El-Gilany, 2003) .
The Timor-Leste 2003 Demographic and Health Survey (DHS) is a useful and valid source of information on infant and child feeding practices from a representative national sample of women of reproductive age and their preschoolaged children (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) . The survey aimed to fill the information gap about the demographic, health and nutrition situation in the Timor-Leste, and provide the planning data needed to develop health services including reproductive health, maternal and child health, child spacing and nutrition programmes. Some of the key indicators of breastfeeding have been estimated for the Timor-Leste 2003 DHS report. Although almost all children in Timor-Leste are breastfed at some stage, the survey shows low rates of exclusive breastfeeding at 4 months, and lower rates still at 6 months. Thus, knowledge about the type and significance of the determinants for breastfeeding is essential for building effective promotion programmes. Identification of risk factors would assist targeting women who are at heightened risk of not breastfeeding appropriately. This data analysis of the Timor-Leste 2003 DHS aims to describe breastfeeding practices by applying the key breastfeeding indicators recommended by the WHO (World Health Organization, 1991) , and to assess the sociodemographic factors associated with selected breastfeeding indicators in Timor-Leste.
Methods
The data source for the present study was the Timor-Leste 2003 DHS. This cross-sectional household survey was conducted over 4 months from May to August 2003 using a stratified multi-stage cluster sampling method to recruit into the survey 4320 households from four different geographic areas in the country (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) . The urban stratum was drawn from Dili, Bacau and other smaller district towns, the rural west stratum included the three most Western districts, the rural central included six mainly mountainous districts and the rural east stratum included the three most eastern districts.
Within each of the four strata, a three-stage sampling procedure was used. In stage one, 40 villages (sucos) were selected within each stratum, using a probability proportional to size method, and three sub-villages (aldeias) were then selected from each village. In the third stage, 10 households were selected from each sub-village, using the list of households. From the sampled households, 4177 evermarried women, 15-49 years, were interviewed about their children born in the 5 years preceding the survey using a structured precoded questionnaire. The mothers were asked whether they had ever breastfed any children born within the 5 years before the survey, and if they were currently breastfeeding the child. To minimize recall bias, detailed questions about how soon after birth the baby was given breast milk, and about current feeding practices were collected for the youngest child born within 3 years of the survey. The information about current feeding practices was obtained by a recall of all the foods or liquids given to the child in the 24 h before interview. Another structured precoded questionnaire was used to collect demographic information for all people usually residing in the household including their age, sex, education and employment, as well as an inventory of household facilities and assets, which was used to assess the socioeconomic status of the household.
The interviewers who collected the data were graduates who were trained over a 2-week period including supervised field experiences. The household questionnaire took approximately 20 min and the interview with the women of reproductive age took approximately 45 min to complete.
There were 5790 children born in the 5 years before the survey of which 2162 were 0-23 months of age. The response rates for individual interviews with women were very high (98.4%) and similar across each stratum. The survey design, sampling, survey instruments, survey organization and nutritional status measurements have been described in detail elsewhere (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) .
Data analysis
Data analysis was performed using Stata version 9.0 (StataCorp, College Station, TX, USA), which allowed for adjustments for sampling weights in the cluster sampling design. Breastfeeding practices were assessed according to the key indicators recommended by the World Health Organization (1991). Analyses were mainly confined to children less than 24 months age, as all these indicators were applicable to different age categories within this range. The exception was for median duration of breastfeeding, which was for children under 36 months of age. The definitions of breastfeeding indicators used in this paper are as follows:
Timely first-suckling rate: the proportion of infants less than 12 months of age who first suckled within 1 h of birth. Current breastfeeding rate: the proportion of infants less than 24 months of age who were breastfed in the last 24 h. Ever-breastfed rate: the proportion of infants less than 12 months of age who were ever breastfed. Exclusive breastfeeding rate: the proportion of infants less than 6 months of age who were exclusively breastfed in the last 24 h, that is, the infant had received only breast milk from his/her mother or a wet nurse, or expressed breast milk, and no other liquids or solids with the exception of drops or syrups consisting of vitamins, mineral supplements or medicines. Predominant breastfeeding rate: the proportion of infants less than 6 months of age who were predominantly breastfed in the last 24 h, the infant may have received water and/or water-based drinks. Full breastfeeding rate: the proportion of infants less than 6 months of age who were either exclusively breastfed or predominantly breastfed in the last 24 h. Bottle-feeding rate: the proportion of infants less than 12 months of age who were receiving any food or drink from a bottle in the last 24 h. Continued breastfeeding rate (1 year): The proportion of children 12-15 months of age who were breastfed in the last 24 h. Continued breastfeeding rate (2 year): The proportion of children 20-23 months of age who were breastfed in the last 24 h.
Timely complementary feeding rate: proportion of infants 6-9 months of age who were receiving breast milk and complementary food in the last 24 h.
These key indicators of breastfeeding were examined by the geographical region, ecological zone, household wealth index, mother's working status, maternal educational level, maternal age, place of delivery, birth order and sex of infant.
The wealth index was constructed using methods recommended by the World Bank Poverty Network and UNICEF, and described by Filmer and Pritchett (1998; UNICEF, 2005b) . The principal components statistical procedure was used to determine the weights for the wealth index based on information collected about 22 household assets and facilities. This index was divided into three categories and each household was assigned to one of these wealth index categories. The bottom 40% of households was arbitrarily referred to as poorest households, the next 40% as the middle households and the top 20% as richest households.
Risk factors were examined in multivariate models for only four of key infant feeding indicators, namely exclusive breastfeeding, current breastfeeding, continued breastfeeding at 1 year and timely complimentary feeding. The everbreastfeeding rate was not examined because of its high prevalence (over 90%), whereas predominate breastfeeding, full breastfeeding, bottle feeding and continued breastfeeding at 2 years were also not examined because of their close relationship to one of the indicators being examined. In general, the risk factor analyses focused on infant feeding indicators associated with child survival. Two of these selected indicators, exclusive breastfeeding and timely complementary feeding rates, are of particular importance because of their potential as child survival interventions (Jones et al., 2003) . Multiple logistic regression was used in a stepwise backwards model in order to identify the factors significantly associated with the selected breastfeeding practices. All variables with statistical significance of Pp0.05 were retained in the final model. The selected outcome variables used were (i) current breastfeeding rate; (ii) exclusive breastfeeding rate; (iii) continued breastfeeding rate at the end of first year and (iv) timely complementary feeding rate.
Results Table 1 illustrates the distribution of the sample of children according to their sociodemographic characteristics. The majority of children lived in lowlands (85.8%), and were born at home (89.0%). Forty-four percent of mothers of these children did not have any formal education.
Breastfeeding indictors
Of the total sample of 2162 children aged 0-23 months, 77.9% were currently breastfed during the previous day or Breastfeeding practices in Timor-Leste U Senarath et al night (Table 2) . A very high proportion (97.6%) of infants had been ever breastfed, but only 46.1% had initiated breastfeeding within the first hour of birth. Regardless of whether or not breastfed, 12.5% of infants received food or drink from a bottle with a nipple or teat in the last 24 h. The exclusive breastfeeding rate in children less than 6 months was 30.7%, indicating that a considerable proportion of infants were given other liquids or feeds in addition to breast milk. Continuation of breastfeeding dropped from 72.4% in the first year (12-15 months) to 32.5% in the second year (20-23 months). A high proportion (82.0%) of infants of 6-9 months of age was receiving complementary food in addition to breast milk. The median duration of any breastfeeding in children less than 36 months of age (n ¼ 2637) was 17.7 months.
As shown in Figure 1 , 99% of infants were breastfed at birth. At 6 months of age, the proportion of breastfed infants declined to 91%, and to 80% at 12 months and 26% at 24 months. The proportion of exclusively breastfed infants was 37% at birth, 40% at 2 months and then rapidly decreased from 18% at 4 months to 3% at 6 months. Tables 3 and 4 present the breastfeeding indicators according to various sociodemographic characteristics. Univariate analyses indicated that infants who lived in the urban and rural east regions, born at health facilities and born as the first child in the family were less likely to be breastfed within the first hour of birth. Mother's age, education level and household wealth index were not related to timely initiation of breastfeeding. There was little variation in the proportion of children who were ever breastfed. However, univariate analyses indicated a significantly low ever-breastfed rate in the urban region (95.3%) compared to other regions (98.3, 98.2 and 98.5% in the rural west, rural central and rural east, respectively). Ever-breastfed rate among infants from the Breastfeeding practices in Timor-Leste U Senarath et al richest families (93.8%) were significantly lower than infants from poorest (98.8%) and middle (98.2%) families. Ninetyeight percent (95% confidence interval (CI): 97.1, 98.6) of infants born at home was ever breastfed compared to 95.1% (95% CI: 92.0, 97.0) in health facilities. The bottle-feeding rates increased with higher maternal educational achievements, higher household wealth index, lower maternal age and lower birth order. For example, bottle-feeding rates in the poorest, the middle and the richest households were 8.1, 11.7 and 23.7%, respectively. Those born in health facilities had almost twice the bottle-feeding rate (21.4%) of those born at home (11.4%).
Univariate analyses
The exclusive breastfeeding rate in the infants less than 6 months was relatively low among infants from the rural west region and the lowlands, and those born at health facilities. The exclusive breastfeeding rates were significantly higher in the rural central region than in the rural west region (40.3% (95% CI: 32.9, 48.1) vs 13.9% (95% CI: 9.3, 20.3); Po0.01). Infants born at health facilities were less likely to be exclusively breastfed than those born at home (22.6% (95% CI: 15.6, 31.6) vs 31.8% (95% CI: 28.1, 35.7)). The exclusive breastfeeding rate was 35.9% (95% CI: 25.8, 47.4) in the firstborn infants, 25.6% (95% CI: 21.3, 30.4) in the second-fourth births and 34.6% (95% CI: 29.4, 40.2) in the fifth birth or more. According to univariate analyses, household wealth index, working status, age and educational level of the mother and sex of the baby were not significantly associated with exclusive breastfeeding at 6 months. However, the exclusive breastfeeding varied inversely with the household wealth index, being 35.6, 28.8 and 24.6% in the poorest, middle and richest household wealth groups, respectively. Older mothers (X35 years) were less likely to exclusively breastfeed than younger mothers (o25 years). The proportion of female infants exclusively breastfed was lower (27.9%) than that of male infants (33.6%). Among the infants less than 6 months who were breastfed, 28.2% were also being fed infant formulae, 39.7% grains, 18.6% fruits/vegetables and 9.2% tubers. The very low rate of exclusive breastfeeding in the rural west region is due to the very high proportion of breastfed infants in that region who were fed infant formulae (57.2%) and grains (54.6%) presumably as a porridge.
Region of residence, the ecological zone, mother's education level, household wealth index and birth order were associated with the current breastfeeding ( Table 3) . The current breastfeeding rates were higher in the highlands (85.0%) than in the lowlands (76.4%). The proportion of infants currently breastfed was 79.4% in the 'poorest' wealth group, 78.0% in the 'middle' wealth group and 74.2% in the 'richest' group. Mothers with a higher level of education were less likely to currently breastfeed their infants than those with no education, indicating a negative relationship with the current breastfeeding rate. Continuation of the breastfeeding at the end of first year also varied in parallel to the current breastfeeding rates, and in the univariate analysis it was found significantly associated with geographical region, mother's working status and place of delivery. Mothers who had worked in the previous 12 months reported a significantly higher continuation of breastfeeding than mothers who did not work. Infants who were from rural east region, lowlands and the richest families were less likely to continue breastfeeding at the end of second year. Breastfeeding continuation at the end of second year was higher when the mother was non-educated, older and the infant was the fifth or above birth in the family. Timely complementary feeding rates remained high across the sociodemographic factors examined and was only associated with maternal age. Mothers aged less than 25 years reported significantly lower timely complimentary feeding rate (73.8%) than those aged 25-34 years (85.4%), and 35 years and above (81.8%; Po0.05). Breastfeeding practices in Timor-Leste U Senarath et al
Multivariate analysis
Multivariate analyses were performed for four outcome variables indicating the most important breastfeeding practices, that is, exclusive breastfeeding, current breastfeeding, continued breastfeeding at the end of first year and timely complimentary feeding rate (Table 5 ). The results revealed that mothers who lived in the rural west region were significantly less likely to exclusively breast feed than those in urban areas (odds ratio (OR) ¼ 3.2 (95% CI: 1.70, 5.86; Po0.001)). Infants belonging to richest households were significantly less likely to exclusively breastfeed than infants from the poorest (OR ¼ 1.90 (95% CI: 1.09, 3.32; Po0.05)).
Mothers with primary school education were significantly more likely to exclusively breastfeed than mothers with no education (OR ¼ 0.62 (95% CI: 0.43, 0.91; Po0.05)), but this did not extend to women with secondary education. As expected, increasing age of the infant was associated with significantly poorer exclusive breastfeeding performance. Mothers from highland communities were more likely to currently breastfeed their infants than those from lowland 
)).
Continuation of breastfeeding at the end of first year was significantly lower in mothers who did not work during the past 12 months than those who worked (OR ¼ 1.58 (95% CI: 1.10, 2.27; Po0.05)). Those mothers who delivered in a health facility were significantly less likely to continue breastfeeding at the end of first year (OR ¼ 2.16 (95% CI: 1.27, 3.65; Po0.05)). Increasing age of the infant across the age group of 12-15 months, which was used to assess continued breastfeeding, was associated with significantly less current breastfeeding (OR ¼ 1.24 (95% CI: 1.06, 1.44; Po0.001)).
Mothers aged 25-34 years reported significantly higher timely complementary feeding rate than those mothers less than 25 years (OR ¼ 0.48 (95% CI: 0.29, 0.78; Po0.001)). 
Discussion
Breastfeeding is a feasible intervention for implementation at high level of coverage in low-income countries, with sufficient evidence for important health benefits for infants. The challenge most countries face today, including TimorLeste, is to transfer this evidence-based intervention into action. This study helps define the relevant sociodemographic determinants of breastfeeding performance in Timor-Leste. The main strengths of the study are the nationally representative sample, the comprehensive data on standard infant feeding indicators, and the appropriate adjustments for sampling design in the analysis.
The results indicate that the breastfeeding performance was satisfactory in general in Timor-Leste except exclusive breastfeeding (30.7%) and full breastfeeding (38.4%). The current breastfeeding rate of 77.9% and the continuation rate of breastfeeding at the end of the first year of 72.4% imply a great potential to be able to achieve desirable targets. The ever-breastfed rate was above 95% in all sociodemographic categories examined in the analysis, indicating that breastfeeding among infants were almost universal in the country.
The strengths of this study include the nationally representative sampling method, the very high response rate to the survey interviews (98%), the use of recent food recalls to determine the current infant feeding practices and the use of appropriate statistical methods that took account of the sampling design. The infant feeding indicators examined were based on standard definitions formulated by a WHO expert panel (World Health Organization, 1991) , which have been frequently used over the last 15 years. However, a limitation of the study is that there are virtually no reports validating the use of these indicators in developing countries, and little information to asses the adequacy of responses to the questions by women who have low levels of education. The timely first suckling rate may be subject to differentiate recall depending on the age of the infant, and thus the time since the event. However, this bias should be constant across surveys provided representative random samples of mothers with infants have been examined. To limit potential recall bias or confusion about infant feeding practices between children, the mothers were only asked about the details of current infant feeding practices and timely first suckling of their youngest child born in the last 3 years before the survey.
The geographic differences in the exclusive breastfeeding were significant in the multivariate analysis of the present study, with infants in the rural west region 3.15 times less likely to exclusively breastfeed than those in urban regions. However, univariate analyses indicated a better performance in the rural west region than in the urban region with respect to timely initiation, current breastfeeding, continuation at the end of first and second years and bottle-feeding rates. The low exclusive breastfeeding rate despite a higher current breastfeeding could be attributed to the fact that majority of these infants were fed with artificial milk and solids. Thus, breastfeeding promotional programmes should address all aspects of infant feeding practices, in order to achieve better overall outcomes.
The present study revealed that more educated mothers were less likely to currently breastfeed than non-educated mothers. This pattern supports findings from studies in India and Egypt where the prevalence of breastfeeding was higher among illiterate mothers (Kumar et al., 1989; El-Gilany, 2003) . However, these results are in contrast with evidence from developed countries, where the odds of complying with standard breastfeeding recommendations were remarkably higher among highly educated mothers compared to lesseducated mothers (Dubois and Girard, 2003; Li et al., 2005) . Poor breastfeeding performance among educated mothers in developing countries indicates a lack of appropriate health education programmes to promote ideal infant feeding practices and the associated better health outcomes in these countries. It is important to highlight the necessity for incorporating breastfeeding knowledge into the school curriculum, in parallel with strategies to improve the level of education. Breastfeeding support programmes organized through women's groups may be helpful in promoting exclusive breastfeeding in more educated women who in turn may serve important role models for promoting breastfeeding across society.
The infants from the wealthiest households were less likely to be exclusively breastfed than those from the middle and the poorest households. The bottle-feeding rate in infants from the wealthiest households was almost twice the national average, and this may in part account for the lower exclusive breastfeeding rate in these infants. A study in Kenya has reported a higher prevalence of any breastfeeding in lower socioeconomic groups than in the higher socioeconomic groups (Lakati et al., 2002) . Findings from Dakahlia Governorate in Egypt indicated a similar relationship in univariate analyses, but it was not significant with a multivariate analysis (El-Gilany, 2003) . High exclusive breastfeeding rates among mothers with primary education reflect that mothers with some education had better performance than those without any education or with higher level of education. However, this relationship is different with respect to current breastfeeding, where noneducated mothers had a better performance than mothers who had primary or secondary education.
Mother's employment has been reported to have a negative association with breastfeeding in previous studies. In a study in Sri Lanka, mothers who worked away from home were less likely to exclusively breastfeed their infants during the first 4 months (Jayathilaka and Fernando, 2002) . The present study did not find any relationship with the mothers working status and exclusive breastfeeding, but working mothers were more likely to be continuing breastfeeding at the end of the first year. There were more non-educated women among the employed mothers than in the unemployed in Timor-Leste (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) , and this may have been mainly responsible for the better breastfeeding performance in the employed group.
The present study also revealed that being a first-born infant in the family was associated with lower current breastfeeding rate. Similar results have been reported in a study in Nigeria (Lawoyin et al., 2001) . As primiparous mothers have no previous experience with breastfeeding, it is important to target this group in breastfeeding promotion and support programmes. Family members and health-care providers have a significant role to play to in providing psychosocial and physical support for these mothers. In Timor-Leste, older mothers (X35 years) were less likely to exclusively breastfeed their infants than younger mothers. However, most previous studies in both developed and developing countries have found increased breastfeeding performance with higher maternal age after appropriate adjustment for confounders (Lawoyin et al., 2001; Dubois and Girard, 2003) . The lower rates of exclusive breastfeeding with female infants compared to males warrants further investigation to understand the sociocultural factors leading to this gender difference in infant feeding practices. In Timor-Leste, a very low percentage (11.0 %) of children was born at a health-care facility. Infants born in health-care facilities reported a poorer breastfeeding performance than those born at home, and this was predictive of lower continued breastfeeding at the end of first year. The interventions to increase the proportion of births at healthcare facilities should be accompanied by programmes to promote appropriate breastfeeding practices.
The results from the present study indicate that the breastfeeding performance in general in Timor-Leste was satisfactory, except the exclusive breastfeeding rate which was low across all population groups. The finding of factors associated with very low exclusive breast feeding rates is important for the children of Timor-Leste because improving exclusive breastfeeding rates will contribute to reducing child mortality (Jones et al., 2003) . Increasing the prevalence of exclusive breastfeeding less than 6 months of age to 90% might reduce the under-five child mortality by 10-15% (Jones et al., 2003) . The extremely low exclusive breastfeeding rates in the rural west are likely to be contributing to that region having the highest prevalence of underweight among children under 5 years and the highest infant mortality rate in the country (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) . These findings indicate the need to improve breastfeeding performance to reduce both the high rates of malnutrition and the relatively high under-five mortality in the country (Ministry of Health and National Statistics Office Timor- Leste et al., 2004) . The finding of poorer breastfeeding performance in women from more socioeconomically privileged groups, and women who delivered in health-care facilities, highlights the need for breastfeeding promotion to cover all groups in the population and to include health-care providers.
